Objective: to investigate the interaction between the nursing staff and the families of the hospitalized children with chronic diseases. Method: Qualitative descriptive study conducted with seven family members of children hospitalized from August to October 2010. Data were collected using semi-structured interviews. The project was approved by the Institutional Review Board at the hospital under study (Protocol 363/10). Results: Three empirical categories emerged from the thematic analysis: Need for dialogue and information; Undermined communication between the nursing staff and family; Dialogue as a tool in family care. When families are faced with child hospitalization, they expect health professionals to approach them, be communicative, and understand the experience they are going through. Conclusion: Interaction and bonding can be important tools in strengthening human relationships. Attentive listening and empathy can enable the delivery of humanized care. 
INTRODUCTION
Hospitalization is a distressing situation that requires health professionals to minimize the suffering of children as well as that of their families, an element that becomes essential in integral care. Because nurses are the professionals who spend the most time monitoring the patient, they have a crucial role during hospitalization, and the care they provide should be performed with the utmost commitment to reducing the risk of disruption among those involved in the process 1 . Including the family in the care provided to the child is a way to humanize the hospital environment, help patients to accept and adapt to hospitalization, reduce the child's feeling of abandonment, and facilitate the relationshipsbetween patients and the health staff. Based on the enactment of Law No. 8. 069 in 1991, which regulates the Child and Adolescent Statute (ECA), health facilities arerequired to enable one of the parents or a guardian to remain full-time with the child or adolescent in the case of hospitalization 2 . When this legislation was newly enacted, many and important changes took place in the nursing care provided to the hospitalized child, which considerably altered the routine of health professionals. With the presence of the family in the hospital, the object of care needs to be enlarged in order to include the child-family binomial 3 . The presence of a family member in the hospital should be viewed naturallyand not as a strange element in the hospital environment. The family should not be seen as a "visitor" but an integrant of the care process. The family is part of a child's world and professionals need to be sensitive and understand the family from this perspective. Family-centered care has been described in the literature 4 as a partnership approach to the delivery of healthcare and decision-making. From this perspective, the professionals share with the family the identification of problems and resources available and devise an action plan based on the objectives they defined together. All the members make the decisions and responsibility is equally shared between staff and family. Therefore, nursing professionals should work as facilitators, identifying deficiencies, sharing knowledge, and enabling the family to provide care without, however, delegating functions 5 . As the family member remains for increasingly longer periods in the facility or the patient is frequently readmitted, which is common in cases of children with chronic diseases, s/he appropriates the hospital culture and acquires knowledge concerning the child's condition and the facility's rules of functioning, becoming increasingly demanding and inquisitive. The family companion ends up learning how to distinguish the professionals who have good interpersonal relationships and those who have the competence to care for the child, highlighting the right to care held by both child and family 6 . In this sense, during hospitalization, the relationship among child/family/health professionals is often permeated by a situation of vulnerability for the family, caused by estrangement between the staff and family, by a perception thatstaff is being hostile, and by a feeling of being excluded and disregarded by the staff 7 . To minimize psychological distress, the family should be valued and respected in relationships within the hospital environment. The importance of having the family present during hospitalization, both for the child and for the nursing staff 8 , is undisputed. There are, however, difficulties in the relationship between the staff and families because neither has a clear view of what the new roles are that they should play during this period. This has not been an easy task for nurses and the othermembers of the nursing staff, who have not totally understood their role in the process, nor for mothers since neither do they know what is expected of them in pediatric hospitalization units 9 .
According to the context previously discussed, we see what differentiates this study from others is that it addressesthe point of view of family members of children with chronic diseases, who due to the nature of pathologies, are responsible for providing continuous and prolonged care and become more demanding and,consequently, more sensitive to the care provided by the staff, having therefore, more conditions that are explanatory in regard to the daily relationship with the nursing staff. Given the existing difficulties in this relationship, this study's objective was to investigate the interaction between the nursing staff and the families of hospitalized children with chronic diseases from the perspective of family caregivers who participate in the care provided in the hospital context.
METHOD
This is a qualitative study, the fieldwork of which was conducted in the Pediatric Outpatient Clinic of a university hospital in the state of Paraiba, Brazil from August to October 2010. This study setting was chosen because this hospital has a Pediatric Rooming-in that is a referralfor the hospitalization and treatment of children with chronic diseases.
Inclusion criteria were: being a family member of a hospitalized child with a chronic disease and being a companion of the child during data collection. Family members with communication disorders were excluded from the study. The family member accompanying the hospitalized child was considered the family's representative. Data collection ceased according to the sufficiency criterion, that is, when the empirical material gathered allows the researcher to draw a comprehensive picture of the object of study.
Seven family members of children with chronic diseases, six mothers and one father, participatedin Semi-structured interviews were used to collect data. The interviews had a script with guiding questions and were recorded ondigital media and transcribed verbatim for later analysis. Data obtained with the transcription of testimonies were analyzed using thematic analysis 10 , which consists of uncovering the core of meanings that compose a unit of communication, the frequency of which mean something for the object of study. After the transcription of data, we proceeded to the initial organization of reports according to a certain order, already initiating a classification.
Then we drew a horizontal map of the material. Hence, under the light of the theoretical framework and according to our objectives, exhaustive and repetitive readings were done, establishing an interrogative relationship with the readings in order to grasp relevant structures. This path allowed the development of a classification through a cross-sectional reading. Later, based on relevant structures, classification was narrowed and the most relevant themes were regrouped for the final analysis. Hence, the empirical categories were: Need for dialogue and information; Undermined communication of the nursing staff to the family; Dialogue as a tool for family care.
In order to ensure the confidentiality of the participants' identities, familymembers were identified by the letter F between parentheses accompanied by a number based on the order in which the interviews were held. Hence, the first interviewed family member is denoted in the text as (F1), the second to be interviewed figures as (F2) and so on.
RESULTS AND DISCUSSION

Need for dialogue and information
Providing information concerning the child's healthdisease continuum to the family is an action that should be incorporated in daily care practice. The nursing staff should be able to perform this task to encourage and help the family become confident in its actions. Effective communication between the staff and families reduces the anxiety of parents and improves their acceptance and involvement in the process of providing care to the child both at home and in the hospital environment. In this way it is possible to facilitate treatment adherence, favoring the coping process and collaborating with the individuals' growth 11 . The analysis of the interviewees' testimonies reveals dissatisfaction concerning guidance related to the child's care provided by the professionals. When the child is hospitalized, the family needs to have clear information from the health professionals and the health professionals need to clarify doubts so that the care to these children is provided in a safe and autonomous manner. When the family understands the child's condition, it has the tools to provide care and meet the demands that accrue from a chronic disease during childhood. Superficial or strictly technical information, however, limit the possibilities of keeping the chronic disease under control 11 . In addition to the fact that the family perceives that its need for information are not fully met, it also perceives hostility on the part of the staff, and is affected when the professionals answer questions in an inappropriate manner. This situation leaves them without direction, completely alone in the situation 7 .
I always ask what they are givinghim when they come here with medication, then they say this medication is for this, they explain (F5).
[...] if he's taking a new medication, I should know why he is taking it. If there is anything new about his condition I want to know, because if anything different happens with him, I'll know it was because of this or that (F2). I always ask why they are doing; anything they do to her I always ask why (F4).
The family considers itself to be excluded by the staff when it is not allowed to participate in the child's care. The family wants to ensure its role of caregiver but feels rejected by the health staff 7 . The testimonies show the need of the family to be listened to and valued in its knowledge concerning the child's health condition for care to be effective. This is extremely important to the quality of care provided to the child, and the family's opinion, when well-interpreted and valued by the professional, provides a broader view of the child's health needs, and thus is essential to decision-making.
Care provided in the hospital environment is still focused on technical actions, where know-how is highlighted at the expense of interaction and relationships of subjectivity among the individuals. In addition to technical-scientific knowledge, which is essential to the quality of health care delivery, it is necessary that the nursing staff assists the child-family pair in an integral manner, acknowledging the psychological and social aspects they are experiencing in the hospital environment. Together, such aspects contribute to qualified embracement, promoting the family's and the child's satisfaction, which can support positive coping in regard tothe hospitalization process. [ In this situation, the relationship between the nursing staff and the families was unequal, with the families in a subservient position such that their ethical principleswere not respected. Interventions should be planned in the search for a change of attitude in which the family is in anequal position of interaction with the staff, sharing the care provided to the child.
A lack of interactive dialogue and attentive listening has been an obstacle in the establishment of bonds and the sharing of responsibility between families and staffin the care provided to the hospitalized child. Therefore, the relationship tends to weaken and even compromise the quality of care [ The interaction between the staff and families directly reflects on the way care is thought of and produced within the hospital because it is mediated by action. When the staff not does enable listening and dialogue, the family does not find means to fight and conquer its space in the hospital,either. It is not about a simple division of tasks between the staff and families, or the definition of pre-established and rigid roles that do not contemplate inter-subjectivity. The dialogue is a tool that permits the establishment of bonds and shared responsibility.
When the family enters the hospital environment and becomes involved in the child's care routine, it expects a more democratic environment based on the construction of citizenship, bonds and shared responsibility, which is only possible if the care provided to the hospitalized child is centered on the child and the family. Therefore, the production of care needs to be expanded beyond the impoverishment of strictly technical, fragmented, prescriptive, and one-time actions.
Undermined communication between the nursing staff and the family
Communication is one ahuman's fundamental needs and the ability to exchange and discuss ideas is inherent to the role of family caregiver, who feels responsible for the care provided to the child and requires being informed of each procedure. In some cases, communication exists between the nursing staff and the family, however, a lack of clarity, attention to actions, orrespect for the family member's opinion harms dialogue. Concern over inappropriate communication is expressed by the interviewees and permeates the entire interaction process, revealing 12 states that communication is essential throughoutthe entire process and involves different actors and the family. In this process, the interdisciplinary team should facilitate the construction of an integral plan for the patient's recovery and treatment.
Given the stress and suffering caused by the procedures, the hospitalized child experiences a greater need for communication. The family caregiver expects a closer approach from the health staff, that the staff will be communicative and sympathetic of the situation the child is experiencing and,based on this, provide conditions for a respectful and pleasant relational context. There are some (nurses) who talk to you while others don't, and there're some who talk to you but are a bit rude and I don't like it (F2).
Professionals often ignore the rightsof families to receive guidance and care and act with disregard to them. Through these attitudes, the staff, which should establish a relationship of trust with the family, prevents the family frombecoming an ally. The content of what the health staff says, their gestures and tone of voice are interpreted by the families as implying the family is an imposition, making them feel vulnerable, and at the same time, helpless. Some will stop, talk and explain why this or that procedure.
Others won't, they'll tell you to ask the doctor, like, very unkindly: 'Ask your doctor' (F2). They don't talk much to the patients' mothers. [...] I guess the way they spoke was very rude, you know? (F7)
The family experiences a lack of empathy when the professionals' answers disappoint them. Negative feelings, such as distrust, anguish, and anger, agitate the family when the professional makes judgments and does not give the families properattention 13 . The health staff needs to be apt to identify the need of information that emerges in each situation, in different phases of the disease and the child's hospitalization, always acknowledging the level of understanding and the cultural context of each family.
To overcome experiences of this nature, dialogue is one of the primary tools in healthcare delivery. A dialogue from this perspective, however, goes beyond a dialogue in which the purpose is to collect information for an anamnesis. In this context, the necessary dialogue is one that allows a fusion of perspectives "that enables another to share, to become familiar, and mutually apprehend what was not previously known, or only supposedly known. It is not sufficient to enable another to talk only about what I, a health professional, knows that is relevant. It is necessary to listen what the other person, who requires care, shows to be indispensable for both to know so that we can put the existing technical resources to the service of the desired practical successes." 14:58 The fundamental element in this relationship between nursing staff and families is the exchange of knowledge and experiences, while both are enriched by the knowledge of one other, enabling the relationship and care process to become more effective, affective, unique and broadened.
The psychological aspect involving child hospitalization has been neglected by nursing professionals. When the nursing staff disregards the feelings and distress experienced by the child/mother pair, it limits the realization of care procedures In this sense, it is essential that nurses better manage the staff'scommunication, because spoken language is, consciously or not, is accompanied by non-verbal expressions that range from a gaze, modulation of voice to body movements, which are interpreted by the family either positively or negatively.
Communication takes place in the most intimate and unique movements while care is provided, small verbal and nonverbal expressions during interaction, as well as in everything that somehow directs and enables humanized care 16 . In this sense, efficient communication can be the "conducting wire" of a good relationship between the nursing staff and families.
Because the family has a bond established with the child, it knows the child, what s/he likes, and perceives behavioral alterations during hospitalization, which may or may not be perceived by the professionals. At the same time when the mother is a source of safety and affection, she is able to perceive how the child's health is progressing and is often responsible for reporting any change in the child's condition 1 . With the purpose of providing improved care, it is the role of professionals to provide the conditions necessary for the family caregiver to become involved and share responsibility in the continuity of care.
Dialogue, a crucial element in health actions, has been tangential in the care provided to hospitalized Rodrigues PF, Amador DD, Silva KL, Reichert APS, Collet N Interaction Between the Nursing staff and Family children and families. Ignorance on the part of the family concerning the health-disease continuum may prevent it from acknowledging the child's therapeutic needs and hinder the work performed by the nursing staff. The type of dialogue we defend, however, should not be restricted to the obtaining of information required for healthcare delivery or only to clarify the family's doubts. Rather, such a dialogue established between the nursing staff and familiesrefers to the valorization of the point of view of both parts involved in the process, seen as indispensable for the delivery of care supposed to be integral.
Dialogue as a tool for family care
Communication and bonding are important tools to strengthen relationships in the pediatric ward and help the family to understand the hospitalization process. One aspect that may lead to conflicts is the usual lack of opportunity for the family to express its emotions and expectations. The interaction between thenursing staff and families seems to be increasingly impersonal and brief. Another set of determinant factors are the different ways each provides care, and the beliefs and habits of those involved. The way the nursing staff perceives the family caregiver may determine her/his posture in the relationship and ensure quality care The family caregivers report they would feel better if the health team asked them about their wellbeing in addition to expressing theexpected concern for the hospitalized child. Taking into account that families become vulnerable with child hospitalization, both psychologically and physically, it is necessary that the nursing staff dialogues with the family, showing concern and asking about the family members' health, as well. Child hospitalization generally disrupts the family routine and environment because the child's health and wellbeing become a priority for everyone in the family. When accompanying the child, the family caregiver experiences the hospitalization itself and needs to adapt to the impositions triggered by the situation. Hence, the nursing staff should devise strategies to alleviate the family's suffering through an interactive dialogue in order to establish closer bonds with the family.
The family caregiver has a need to talk about the problem, to make explicit that which causes her/him anguish, and her/his doubts, fear, toshare the experience. They need attention, need to feel they are being cared for by the professionals, and be included in the context of healthcare. In this sense, communication between the staff and family will be effective only if it is democratic, enables the establishment of bonds,the sharing of responsibility and autonomy of the individuals involved, only if it is permeated by the exchange of knowledge, experiences and information in order to favor the family's adaptation to the new situation and to promote the child's recovery.
FINAL CONSIDERATIONS
The importance of the family caregiver during achild hospitalization is a much-discussed theme. The need fora companion is clear because it makes the hospitalization a less traumatic event. The family has to face the difficulties of hospitalization and also deal with the disruption it causes in the family environment. A chronic disease also requires adaptation to a new reality,demanding the family participate in the process and, consequently, requires it to grow in the face of each experience.
The testimonies of the study's participants were permeated with contradictions. On the one hand, there were positive assessments concerning the care provided by the nursing staff and, on the other hand, they also expressed dissatisfaction and criticized these professionals. In general, however, the testimonies portray care that is fragmented and does not meet their unique demands, an aspect reinforced when the professionals focus on technical care at the expense of interacting with the family. This study's contribution is the presentation of how the phenomenon of communication impacts the relationship between the nursing staff and families and shows the urgent need to change how care has been delivered to the child-family pair in a pediatric hospital environment. Even though the concept of family-centered care has been defended for many years in pediatric nursing, there is still a distance between nursing work and the family's experience of disease. Therefore, it is essential to develop strategies that enable the systematic inclusion of the family in the process of providing healthcare and improving nursing interventions.
Interaction and bonding can be important tools to strengthen human relationships in pediatric wards in the same way that attentive listening and empathy can enable humanized care for children and families. An interactive dialogue open to reflective questions concerning family care,as well as strategies to cope with the child's disease and hospitalization, helps families to apprehend the existential moment experienced.
